Introduction

Patient satisfaction and the quality of medical care
Assessing quality of medical care is a complex issue. At one stage, it was judged purely on the basis of clinical criteria: to what extent the optimal health status available was achieved-whether this involved retarding deterioration, stabilization, improvement or complete normalization. Such judgements can only be made by informed professionals, and remain a vital consideration. 1 Another important consideration today is patients' satisfaction; in part, because of the growth of consumerism in medical care. 2 Satisfied patients, however, also tend to be more compliant. 3 And so, securing patients' satisfaction also offers a way of optimizing health status and preventing wastage of medical resources.
At one stage, writers wrestled with whether or not it is ethical to set out to maximize patient satisfaction and compliance; 4 but today, this issue has largely been resolved with the shift away from a paternalistic model of the doctor. 3 The emphasis now is on a partnership between doctor and patient, based on an honest consideration of the medical options available and the benefits and difficulties associated with each. The doctor brings to this relationship specialist knowledge and experience, and the patient the right to choose whether and how to be treated. Giving patients full, comprehensible information and respecting their choices are central to this model of clinical practice. The ethical principle of autonomy* underlying it, therefore, dictates that doctors behave in iust those ways which have been shown to promote patient satisfaction and compliance. Patient satisfaction measures quality of care from the viewpoint of the patient. In so far as their judgements reflect the interest and concern shown by the doctor, the quality of the relationship forged between them, and the extent to which the doctor communicated in ways which the patient understood, felt comfortable to respond to and question, 4 patient satisfaction also offers an index of how effectively this partnership is working.
Factors affecting patient satisfaction
In developed countries, patients' satisfaction when consulting family medicine doctors has been shown to be affected by factors such as waiting time, 7 the amount of information provided 8 and the time devoted to psychosocial and biomedical discussions, health education, physical examination, history-taking and discussion of treatment effects. 910 A major focus of the current study was to establish whether such findings are applicable to the United Arab Emirates-a rich, developing country with a relatively short history (less than 25 years) of general health care and education.
The approach adopted was to interview UAE national (Emirati) patients who had just been seen by a doctor in a government primary health clinic, and ask them to evaluate different aspects of the consultation. In such clinics, patients are not attached to a specific physician, but are seen by whichever doctor is available. Male and female facilities are segregated, and adult patients are usually treated by doctors of their gender. The current study involved male and female adult patients, and mothers consulting the doctor about their children's health.
Patients were asked to rate how satisfied they were with the consultation and how happy they would be to be treated by the same doctor in the future. They were asked whether the time devoted to specific areas, such as history-taking, physical examination, discussing the patient's family and social situation and pertinent worries, was in their view appropriate. Patients rated how well they felt the doctor had understood different aspects of their situation and how comfortable they had felt discussing matters with the doctor; they were also asked whether the doctor had appeared interested, concerned and shown them respect. The aims of the study were to provide a profile of how Emirati patients view their consultations with primary health clinic doctors and explore what factors mediate their satisfaction. Ethical clearance for the study was granted by the Research Ethics Committee of the Faculty of Medicine and Health Sciences, UAE University.
Family Practice-an international journal Methods A convenience sample of 152 patients attending the Oud Al Toba Primary Health Clinic in Al-Ain during July and August 1994 was interviewed using a structured questionnaire. Informed consent was required from all participants. The only selection criteria adopted were that all should be UAE nationals and at least 16 years of age, and that there should be roughly equal numbers from the following three groups: males and females consulting the doctor about their own health and mothers consulting the doctor about a young child (less than 5 years old).
Results
Subjects
All patients approached agreed to participate. Fifty males (mean age = 29.4 years, SD = 14.5, range = 16-80), 51 females (mean age = 29.5 years, SD = 11.9, range = 16-70) and 51 mothers (mean age = 28.9 years, SD = 6.5, range = 18-45) were interviewed. The three groups did not differ significantly in age (Independent f test, P > 0.05). Twenty-three per cent of the sample were uneducated, 19% had completed primary school, 42% were completing or had completed high school and 16% had proceeded to higher education. The educational profiles of the three groups did not differ significantly (Chi square test, P > 0.05).
Forty-two per cent of males, 53 % of females and 53 % of mothers were consulting the doctor seen for the first time. Males (mean = 4.8, SD = 7.8, range = 1-50) and females (mean = 4.3, SD = 4.9, range = 1-20) did not differ significantly (Independent t test, P > 0.05) in terms of how many times the patient had seen the doctor; but mothers reported having had significantly fewer contacts (mean = 2.7, SD = 2.7, range = 1-10) than females (Independent t test; t = 2.08, df = 100, P < 0.05). The vast majority of patients (97%) reported communicating with the doctor directly and easily in Arabic, three males and one mother reported doing so with some difficulty, and one mother communicated with the doctor in English. Of the three female doctors consulted by the women patients interviewed, one was an Arab and two were Asians. Of the three male doctors consulted by male patients, two were Arabs and one was Asian. The average age of the children brought to the clinic by the mothers interviewed was 2.2 years (SD = 1.23, range = 1 month-4 years); 53% were girls and 47% were boys.
General appraisal
Most patients (81 %) expressed themselves satisfaction with the consultation (Table 1) . Males generally were more satisfied than females (Chi square test, chi = 8.08, df = 3, P < 0.05); females and mothers did not differ significantly (Chi square test, P > 0.05). 
4(3%)
When asked how happy they would be to be treated again by the doctor, just over half the respondents (57 %) said they would be "happy" or "very happy", only 10% expressed unhappiness ( Table 2 ). The three groups did not differ in their response profiles (Chi square test, P > 0.05).
There was a strong positive correlation between patients' satisfaction with the consultation and their willingness to be treated again by the same doctor (Spearman's rank order correlation: males: rs = 0.53, P < 0.0005; females: rs = 0.76, P < 0.00001; mothers: rs = 0.74, P < 0.00001).
Components of the consultation
Respondents were asked whether or not a particular aspect had been covered in the consultation and to rate the appropriateness of the time spent. The options provided were "just right", "too short", "much too short", "too long" and "much too long'; but the last two choices were never selected by respondents.
History taking. Seventy-nine per cent of respondents reported that the doctor had asked about the history of the condition. Of those asked, most (90%) thought the time spent was "just right", 9% thought it "too short" and 1% "much too short". Of those not asked, 13% thought this was completely appropriate; 47% thought more time and 40% much more time should have been devoted to history-taking.
Advising patients how to deal with the condition. Fiftyone per cent of those interviewed reported that the doctor had discussed how they should deal with their medical condition. Most (90%) experiencing such discussion thought the time spent was "just right", 9% judged it "too short" and 1% "much too short". Of those not experiencing such discussion, 27% thought this was completely appropriate, 28% thought more time and 45% much more time should have been devoted to this issue. A higher percentage of males (48%) than females (17%) or mothers (19%) rated the decision not to discuss this issue as completely appropriate (Chi square test, chi = 13.67, df = 4, P < 0.01).
Discussing general health issues. The vast majority of patients (81 %) stated that the doctor had not discussed general health issues with them. Of these, 49% considered this completely appropriate, 32% thought more time and 9% much more time should have been devoted to these issues. Of the 29 patients experiencing such discussion, all but one considered the time spent "just right", the other considered it "too short".
Discussing family and social issues. Most patients (83%) stated that the doctor had not discussed their family and social situation. Of these, 85% considered this completely appropriate, 13% thought more time and 2% much more time should have been devoted to discussing such issues. Of the 26 patients experiencing such discussion, all judged the time spent "just right".
Physical examination. Most patients (90%) reported that they had been examined physically. Of these, 81 % considered the time spent doing "just right", 18% "too short" and 1 % "much too short". Of those not examined, 60% considered this completely appropriate, 20% thought more time and 20% much more time should have been devoted to physical examination.
The impact of the absence or presence of different interview components on patients' satisfaction with the consultation and on their willingness to be treated in the future by the same doctor are indicated in Table  3 . When a significant difference was found, covering a component was associated with a more positive evaluation of the consultation. In general, whether or not a component was covered had less impact on satisfaction than on patients' willingness to be treated again by the doctor.
First time consultations
Roughly half of the patients in each of the three groups was consulting the doctor for the first time. These patients were no more or less satisfied than patients who had seen the doctor before (Mann-Whitney U Test, P > 0.05). Mothers seeing the doctor for the first time reported being consistently more happy to see the doctor again than mothers who had consulted the doctor •before (Mann-Whitney U Test, z = 2.73, P < 0.01). The incidence of consultation components for these groups of mothers did not, however, differ significantly (Chi square test, P > 0.05).
Perceived understanding of doctor
Patients were asked to rate how much understanding of designated issues the doctor possessed by the end of the consultation (Table 4) . Most respondents (77%) thought the doctor had understood their current medical problem (ratings 4 or 5), but only 5% considered the understanding to be perfect. There was a trend for mothers whose doctors had not taken a history of their child's condition to rate these doctors as understanding less than doctors who had taken a history (MannWhitney U Test, z = 1.91, P = 0.056).
About half of those interviewed (48 %) considered that the doctor understood their general health (ratings 4 or 5), but only 2% considered the understanding to be perfect. Whether or not the doctor had spent time discussing general health issues had a significant impact. Doctors who had discussed general health issues were judged to understand more than doctors who had not (Mann-Whitney U Test: males, z = 3.25, P < 0.005; females, z = 3.21, P < 0.005; mothers, z = 2.66, P < 0.01).
Just under half (48%) of the patients interviewed stated that they had worries relating to their own health or that of the child patient. Half of those with worries (52 %) considered the doctor understood their concerns (ratings 4 or 5), but only one patient considered the understanding to be perfect. Mothers perceived doctors as understanding less about their worries than did the female group (Mann-Whitney U Test, z = 2.83, P < 0.005). Of the 73 patients with worries, only 11 (nine females, two mothers and no males) had discussed family and social issues with their doctor. For females, where it was possible to test the impact, such discussions had no significant effect on how well patients thought doctors understood their concerns (MannWhitney U Test, P > 0.05). Mothers who felt the doctor had a poor understanding of their worries (rating of 2 or less) reported being less happy to consult the doctor in the future than mothers who felt the doctor had a greater understanding of their worries (MannWhitney U Test, z = 3.95, P < 0.001).
Both mothers and males judged that doctors had understood more about their current medical problem than their general health (Chi square test: mothers, chi = 17.4, df = 4, P < 0.005; males, chi = 12.5, df = 4, P < 0.05) or any worries they had (Chi square test: mothers, chi = 20.1, df = 4, P < 0.0005; males, chi = 10.3, df = 3, P < 0.05). The female group did not differentiate significantly (Chi square test, P > 0.05).
Relating understanding and satisfaction
In most instances, the more doctors were perceived to understand about their patients' medical problems, general health or worries, the more satisfied patients were with the consultation and the happier patients they said they would be to consult the doctor again (Table 5) .
The doctor
Most patients reported that they had felt comfortable discussing matters with the doctor (88%), that the doctor had respected them as a person (96%) and had bothered whether or not they understood what was said (84%). Seventy-eight per cent of respondents judged that the doctor had been interested in their case-significantly more males (84%) man females (72%) (Chi square test, chi = 6.05, df = 2, P < 0.05). Seventy-five per cent of mothers stated that the doctor had been interested in their child's case. Only 9% of patients replied that the doctor had wanted to finish with them and get on to the next patient.
Educational background
The responses of the 10 males, 14 females and 11 mothers who were uneducated were contrasted with those of the nine males, six females and nine mothers who had undertaken higher education. Whilst the more educated females were less satisfied with their consultations than uneducated females (Mann-Whitney U Test, z = 2.31, P < 0.05), they did not differ consistently in how happy they would be to consult the doctor in the future (Mann-Whitney U Test, P > 0.05). No comparable differences were found for the male and mother groups. All of the uneducated females interviewed, but only 50% of those with higher education, stated that they had felt very comfortable discussing their case with the doctor (Chi square test, chi = 8.24, df = 2, P < 0.05). The uneducated and educated subgroups of mothers and males did not differ significantly in their responses.
Age effects
Neither patients' satisfaction with the consultation nor their willingness to be seen again by the doctor varied significantly with age (Spearman's rank order correlation, P > 0.05); nor, in the case of mothers, with the age of the child.
Discussion
Satisfaction with consultation
The majority of patients interviewed expressed them selves satisfied with their consultation, but just over half stated that they would be happy to be treated by the same doctor in the future. The options of' 'completely satisfied" and "very happy" were selected by less than a tenth of respondents. While patients' responses to the two probes correlated highly, they were not synonymous: patients were less enthusiastic when asked how happy they would be to be treated again by the doctor, and patients' responses to this question were a better reflection of whether or not consultation components had been included. Males generally were more satisfied than women, but were no more ready to consult the doctor again. In the current study, asking patients how they felt about being treated again by the same doctor proved the more powerful question. How happy patients said they would be to be treated again depended on whether or not the doctor had taken a history, advised the patient how to deal with the medical condition and discussed general health issues. This suggests that patients were taking into account the composition of the consultation when providing a rating. These same factors mediated how satisfied mothers and females were with their consultations. Mothers were the only respondent group that was more positive if the doctor had discussed family and social issues. It may well be that discussion of such matters is more acceptable in the traditional Emirati society if the focus is a child. How well women thought the doctor had understood their current medical problem, general health and worries influenced how positive they were about the consultation. This, however, was not true of male patients. No attempt was made to control what medical conditions patients were consulting about, and so it is possible that the male patients were presenting with less involved conditions.
Consultation components
Based on patients' reports, most consultations involved physical examination, three-quarters included historytaking, half contained advice to patients about how to deal with the current condition; but less than a fifth of consultations involved any discussion of general health or family and social issues. It is interesting that no patient ever complained of the doctor spending too much time on a component. This contrasts with reports from developed countries which indicate that spending more time discussing things like biomedical issues is associated with reduced satisfaction. 9 Emirati patients may have different expectations or consultations in the UAE may be more perfunctory.
When a consultation component was included, the vast majority of patients thought the time devoted to it' 'just right'; and, as already stated, including a component was often associated with a more positive overall rating. It is vital to note, however, that not including a component was also regularly seen as completely appropriate: about half of those who had not experienced a physical examination or discussion of general health issues judged this to be completely appropriate, as did most (85%) patients whose doctor had not discussed family or social issues. On the other hand, if the doctor omitted to take a history or advise patients how to deal with the current medical condition this was usually viewed as inappropriate. These data suggest that fewer patients expected consultations to include discussion of personal or general health issues. Such a result may be specific to the medical conditions the current sample of patients presented with, and further research into this issue is indicated.
Patients' worries
Almost half of the patients interviewed stated that they had health-related worries; but only half of them considered the doctor had achieved a reasonable understanding (rating 4 or 5) of their concerns. Based on respondents' ratings, doctors understood more about women's worries about their own health than about mothers' worries about their children's health. Such a finding is problematic to interpret, given that the respondents were different and so possibly was the nature of their worries. A study of mothers attending a walk-in clinic in Los Angeles" showed that 83% of mothers who felt doctors understood their concerns about their child's health came away satisfied, compared with only 32% of mothers who felt the doctor had not understood. The same pattern was evident in the current study: mothers who felt the doctor had understood their worries were significantly more enthusiastic about consulting the same doctor in the future. Generally, doctors were perceived as understanding less about their patients' worries than about patients' general and current health status. This probably is not surprising given the fact that less than a fifth of the consultations monitored reportedly contained any discussion of family and social issues.
Local factors
Only half of the doctors consulted were native Arabic speakers, and none was an Emirati. Linguistic limitations may have restricted doctors' ability to discuss family and social issues and cultural differences may have made doctors more diffident to do so. It is vital to note, however, that there was a subset of patients who would have preferred such issues to be tackled. Although many patients expressed themselves satisfied when consultation components were not covered, this may not always have been appropriate. Doctors play an important role in shaping patients' expectations and have a responsibility to ensure that patients are not satisfied with too little.
The study revealed a high proportion of first time consultations: roughly half of those studied. This reflects patient mobility in the UAE, the lack of a designated patient load for primary health clinic doctors and the fact mat doctors are moved between the 20 health clinics in the district. It seems reasonable to assume that doctors would be more likely to tackle family and social issues if they have had prolonged contact with the patient and family; but the current data do not support this. Tnste^fl, the frequency of such discussions for both long-term and new patients was low. Even though it may be more difficult, addressing pertinent affective issues is important even if this is the first and only contact the doctor will have with the patient. 10 It is of concern that questions relating to potential worries and general health were not routine among the doctors sampled. Lack of continuity of care is certainly a factor militating against primary health clinic doctors be-ing able to practise quality family medicine; but the current study offers no indication that Emirati patients would be uncomfortable with a broader approach. Those patients who had experienced non-clinical consultation components valued them.
Another feature of the current findings was the homogeneity of patients' expectations, evaluations and consultation experiences; which accords with previous studies. 10 In the UAE, it was predicted that poorlyeducated patients might have more difficulty following what was going on during consultations and come way less satisfied. 4 However, it was the more educated females who reported being less comfortable • discussing their medical condition with the doctor and who emerged less satisfied with their consultations. Such differences must be considered tentative, however, until replicated with larger groups. Unlike studies elsewhere, 10 gender differences were found: Emirati males tended to be more satisfied and less affected by what consultation components had been included. This could reflect the greater disparity between the roles of males and females in the UAE than in societies studied previously. The mothers interviewed were especially sensitive to how the consultation proceeded and whether the doctor appeared empathic.
A limitation which the current study shares with the previous studies referred to is that no attempt was made to delineate or restrict the medical conditions patients were presenting with. This is appropriate when the aims, as now, are to obtain a representative picture of patients' satisfaction and explore what factors mediate this. Patients probably have some universal expectations regarding consultations with primary health care doctors; but it seems likely that other expectations will depend on the specific condition they are consulting the doctor about. For example, whether the illness is chronic or acute or whether, in the mind of the patient, it could have psychosocial precursors or consequences.
Comparing Emirati patients' satisfaction with that reported by patients elsewhere must be regarded very cautiously. A study of 156 patients attending family health centres in California 7 found that 97% were satisfied, 2% neutral and 1% dissatisfied, compared with 81 %, 14% and 5% in the UAE. A study of American mothers 11 found that 75% were satisfied and 24% dissatisfied (neutral was not an option), compared with 80% and 10% in the present study (10% expressed themselves neutral). Such figures do not suggest that Emirati patients are any less critical. Until all factors known to affect patient satisfaction have to be controlled, however, differences in satisfaction between groups cannot be attributed to cultural factors or different expectations.
